Even with the help of modern pharmacology, treatment of erectile dysfunction often remains complex, and requires taking into account the social, psychological, and behavioral dimensions of the disorder. This brief report presents a case study highlighting this complexity.
Introduction
After the first sexual revolution of the 1960s, brought about by the womens' rights movement and oral contraception, a second revolution occurred in the 1990s with the discovery of sildenafil (Viagra). Viagra and the other phosphodiesterase inhibitors are not only an effective and safe treatment of erectile dysfunction, they also strongly affect social attitudes and sexual behavior in our society. 1 The erection is traditionally considered a symbol of male success, and power and societal pressures have contributed to the notion that virility and worth are highly related to potence. Viagra today has helped many men to reclaim this virility.
We must however keep in mind that treating an erectile disorder does not always cure impotence.
Focusing on performance often hides the real problem. Psychological or interpersonal factors within a relationship are sometimes demoted to second place, even when they are the primary cause of the disorder. 2 Even with the help of pharmacology treatment of sexual dysfunctions remains complex, and requires an approach that takes somatic and psychological aspects into account, as well as the social and cultural background of the patient.
The present case illustrates how pharmacological treatments do not systematically resolve erectile dysfunctions and may very well complicate the clinical features.
Prescribing medical treatment first requires an understanding of the dysfunction and the psychological underpinnings that may be the root cause. A multidisciplinary approach to erectile dysfunction therapy is thus recommended, combining both psychological assessment and pharmacotherapy. 3, 4 In some cases, to be really effective, the clinicians should give serious consideration to whether simple restoration of erectile function is always the optimal course of action.
Case report
In March 1998, a healthy 38-y-old manager, married and father of three children, consulted a psychiatrist together with his girlfriend regarding a 3-y history of erectile dysfunction. His marriage had been in crisis for several years with complete absence of sexual activity. His extramarital relationship with a 30-yold woman had continued for 4 y, with a normal sexual life at the beginning. After the first year, the patient developed complete erectile dysfunction, although his libido was unchanged. His spontaneous morning erections were preserved. He did not take medications and did not have a personal or family history of medical illness.
The patient, however, found himself in a serious psychological crisis. He was torn by ambivalence between his family responsibilities and pressure from his girlfriend to begin a new life with her. Nevertheless, his persisting erectile dysfunction gradually became the extramarital couple's main problem, or at least the main focus, which obscured the original conflict. After a detailed medical and psychological evaluation, the psychiatrist diagnosed a 'male erectile disorder due to psychological factors' and advised sex therapy. 5, 6 However, the extramarital couple did not accept the proposed treatment, and insisted that the only viable solution for the failed erection was drug therapy.
In July 1998, the psychiatrist prescribed Viagra (Sildenafil, 25 mg), which immediately improved the patient's erectile function. After the second dosage, however, the patient developed a severe rash over the entire body surface associated with diffuse articular pain. This symptomatology persisted and worsened although the patient immediately stopped the medication. Rheumatologic assessment, performed several days later, revealed three swollen joints (the metacarpophalangeal and interphalangeal joints of the left index and the left ankle), a diffuse infiltrated skin rash predominantly on the trunk, axillary and proximal limbs, as well as an angioedema and a painful erythema of the palms and soles. Emergency oral treatment of Fexofenadine 180 mg, followed by an intravenous injection of Triamcinolone 24 h later, only induced transient amelioration of symptoms over the next 48 h. At this point, sexual activity became impossible for the extramarital couple.
In October 1998, the patient was referred to an allergist because of these persisting symptoms. The laboratory findings were normal, except for a hypersensivity to pollen. The final diagnosis was a 'chronic urticaria and idiopathic angioedema'. Urticaria are usually characterized by massive edema of the superficial portion of the dermis with erythematous and pruritic wheals. Angioedema is a well-demarcated localized edema involving the deeper layers of the skin.
Identification of etiologic factors, their elimination and antihistaminic treatment provide the most satisfactory therapeutic program. 7 In the present case, however, despite continuous daily antihistaminic oral treatment with Fexofenadine 180 mg and Cétirizine 10 mg, no improvement was observed during the following 4 y. The patient continued to live with his family as well as continuing his extra-marital affair, avoiding all sexual activity.
In June 2002, the patient was so desperate that he again consulted his psychiatrist. After three sessions, he became aware of the important psychological impact of his unresolved family situation and thus decided to divorce. To his surprise, his family was relieved.
The day after he had spoken to his family, his symptoms disappeared. He discontinued anti-allergic treatment a few days later without relapsing symptoms.
In June 2004, he returned to his psychiatrist completely asymptomatic. He improved his relationship with his children. Erectile dysfunction ceased and his sexual life was normal.
This case report highlights the potential link between cognition, emotions and somatic symptoms. 8, 9 Even with the help of modern pharmacology, treatment of sexual dysfunction remains often complex, and requires taking into account the social, psychological, and behavioral dimensions of dysfunction.
